social support provided to child-rearing partners, which may improve their quality of life. Providing adequate information about their partner's cancer illness and treatment may enhance their feelings of control, which may be beneficial for their mental health status.
T he adverse impact on mental health for cancer caregivers is well documented.
1Y3 Partners and spouses of cancer patients are often the primary informal carers. 3 They are burdened by the multiple strains and responsibilities of caring for their spouses, providing emotional and practical support, dealing with their own anxiety and uncertainty associated with their partners' illness, and facing occupational and financial challenges. 1, 4 Research on informal carers of cancer patients has revealed psychological disorder (eg, depression and anxiety) in 20% to 30% of cases and up to 50% when patients have advanced diseases or are receiving palliative care. 2 In addition to caring for their spouses, they may be responsible for the upbringing of children. It is estimated that 18.1% of those with newly diagnosed cancer in the United States are parenting minor children. 5 A Norwegian study estimated that 3.1% of minor children have had a history of parental cancer. 6 Several studies of children living with parental cancer have documented the risk of disturbed psychosocial functioning, such as emotional and behavioral problems. 7, 8 Parental psychological functioning is one of the most consistent variables related to child functioning, 8 as well as parental quality of life (QOL). 7 Multiple caregiving roles have been linked to impairments in the caregivers' QOL, 9 whereas an additional parental role as cancer caregiver has been found to increase cancer caregivers' emotional distress. 10 These multiple burdens and caregiving roles, as well as the parents' distress, may undermine the care of affected children where the children struggle with psychosocial reactions and demand extra care. 11 There has been a call for more research on cancer caregivers who are concomitantly caring for children. 10 However, to the best of our knowledge, specific research on the QOL and mental health of the ''well parents'' is still lacking. Such knowledge may be required to be able to identify targeted interventions that can improve mental health and QOL of these burdened well parents and thereby reduce the psychosocial consequences for their children of having a parent with cancer.
Some studies have found that the mental health of informal carers improves when they feel adequately supported and that a high level of distress is strongly associated with a lack of support. 2 Furthermore, personal resilience qualities, or hardiness, are found to contribute to the explanation of why some people stay healthy under stress. 12 Nevertheless, the relationship between mental health, QOL, social support, and hardiness has, to our present knowledge, not yet been studied for the well parents facing spousal cancer.
Theoretical Framework

MENTAL HEALTH, PSYCHOLOGICAL DISTRESS, AND QUALITY OF LIFE
As defined by the World Health Organization, mental health is seen as a state of well-being in which every individual can cope with the normal stressors of life. 13 Mental health is a significant part of the health concept understood by World Health Organization as a state of complete physical, mental, and social well-being. 13 Psychological distress, which often refers to emotional distress symptoms such as symptoms of anxiety and depression, 14 is closely associated with mental health status. 15 Measures of psychological distress are frequently used in research as indicators of an individual's current mental health status.
14 Psychological distress may be distinguished from psychological disorder, in terms of whether symptoms are short-lived and expected regarding the situation an individual is facing. 15 The QOL concept is associated with the health concept, as both concepts relate to well-being. 16 However, research has been challenged in the act of defining and distinguishing QOL from other related concepts, such as well-being and health. 16 Despite the lack of a unifying definition, there seems to be agreement that QOL is multidimensional, 16 including mental health and other dimensions, such as physical and social domains. The concept of ''overall QOL'' is clarified by summing up the different dimensions and has been defined as ''a person's wellbeing that stems from satisfaction or dissatisfaction with areas of life that are important to him or her.'' 17(p1001)
SOCIAL SUPPORT
Social support can be understood as the provision of emotional, instrumental, or informational resources as a result of the perception that others would be in need of such aid. 18 There is strong evidence that social relationships are important to human health. 18 However, the causal links between social support and health are still unclear. 19 Cohen and colleagues 18 point out that there are different types of social support that should be considered when studying the link between social support and health, and typically, one focuses on the distinction between perceived and received social support. Perceived support refers to the perception that support would be available if needed, whereas received support refers to the actual support provided. 18 The major model that has been proposed, in order to explain the effect of social support for persons experiencing stressful life situations, is the buffering model. 20 The buffering model describes how social support can protect individuals' health and well-being from the negative impact of stress. According to the model, both perceived support and received support are thought to buffer stress, but they are expected to work in different ways. Perceived support is thought to affect appraisal, whereas received support is thought to affect coping. resilient stress-response patterns. 12 Hardiness is understood as a generalized style of functioning, which includes cognitive, emotional, and behavioral qualities. 12 The hardiness concept consists of the 3 subconcepts: commitment, challenge, and control. Commitment relates to seeing life and the world as interesting and meaningful. Challenge relates to seeing change and challenges as opportunities to learn and develop, rather than viewing them as problems. Control relates to the belief in one's own ability to influence or control situations and life events. 12 There is a great deal of evidence for the main effects of hardiness on health and psychological distress. 22 Hardy people seem to stay healthy under stress, whereas less hardy people are at risk of developing stress-related problems. Furthermore, hardiness is frequently tested as a moderator and has been found to be a moderator (buffer) of stress in some studies. 12 For example, high stress leads to fewer symptoms of depression for high-hardy individuals than for low-hardy individuals. 23 There has been a call for more mediational research in order to gain more insight into the processes explaining the relationship between hardiness and its outcomes. 22 
Aims and Research Questions
The aim of this article is to explore psychological distress, QOL, perceived and received social support, and the hardiness of well parents facing spousal cancer. In addition, we aimed to describe the relationships between these outcome variables. Based on previous research and the theoretical framework referred to previously, we had the following research questions:
1. Do well parents facing spousal cancer experience more psychological distress and impairments in their QOL, compared with other adults and nonparental caregivers in Norway? 2. Do perceived and received social support, together with hardiness, act as moderators in the relationship between psychological distress and QOL? 3. Does hardiness affect psychological distress directly or indirectly through QOL?
n Methods
Study Design
The present study was a descriptive cross-sectional study. 24 Data were collected as an initial part of the longitudinal study named the Cancer-PEPSONE study (trial registration ISRCTN 15982171), in which the overarching aim was to increase well parents' parenting capacity and alleviate psychological distress for the children living with parental cancer. 25 
Study Population
Well parents parenting minor children in families living with parental cancer in Norway formed the study population. Inclusion criteria were adults who (1) lived with a partner/spouse who had received a diagnosis of cancer within the last 5 years; (2) were parenting on a daily basis at least 1 child younger than 18 years; and (3) were able to read, understand, and write in Norwegian.
Sample
In total, 47 families met eligibility criteria, and of these, 35 well parentsV14 females and 21 malesVaccepted participation in the study (Figure 1 ). The majority of participating families had 1 child (26%) or 2 children (54%) younger than 18 years living at home, and most children (75%) were between 8 and 15 years old. The majority of well parents had received higher education and worked full time ( Table 1) . The mean age of ill spouses was 47 (SD, 8) years, and the mean time since cancer diagnosis was 27 (SD, 39) months. The cancer type most frequently reported was breast cancer (32%), followed by ovarian, cervical, and uterine cancer; gastrointestinal cancer; lymphoma; lung cancer; and sarcoma. In 22 cases (63%), metastasis was reported, reflecting advanced cancer in the spouse.
Data Collection
Data were collected nationwide in Norway from December 2013 to July 2015. Cancer nurses, ''child-responsible'' healthcare professionals at hospitals, and cancer coordinators in the municipalities recruited participants for the study. In addition, participants recruited themselves by self-contact in response to information on the Internet, Facebook, posters, advertisements in newspapers, and leaflets. Questionnaires were sent and returned by post.
Instruments
The 12-item version of the General Health Questionnaire (GHQ-12) was used to measure respondents' current mental health as compared with their normal states, indicating the level of psychological distress. 26 The GHQ-12 is widely used as a reliable screening instrument for nonpsychotic mental illness outside a clinical setting 26 and has previously been used with cancer caregivers. 27 When used, validity, sensitivity, and specificity are found to be generally high. 26, 28 Cronbach's ! was .89 in the present study. The 12 items are scored on a 4-point Likert-type scale. The scores for positively worded items (eg, ''been able to enjoy normal day-to-day activities'') ranged from ''more than usual'' (0) to ''much less than usual'' (3). The scores for negatively worded items (eg, ''lost much sleep over worry'') ranged from ''not at all'' (0) to ''much more than usual'' (3). 26 A higher score indicates more symptoms of psychological distress. Two different scoring methods were used in the present study: the Likert method (0-1-2-3) and the GHQ method (0-0-1-1). 28 The Likert method produced a score distribution to assess severity, 28 whereas the GHQ scoring method was used for detecting ''cases.'' 26 The threshold (cutoff) was set at 3/4, 29 whereas a score of 4 or more indicated probable psychological disorder. However, a diagnosis could not be given for participants based solely on the GHQ-12 scores.
The Quality of Life Scale (QOLS) was used to measure overall satisfaction with life. 30 The QOLS 30, 31 has demonstrated satisfactory psychometric properties in several studies, showing good reliability and validity, 31 and has previously been used with cancer caregivers. 32 The QOLS consists of 16 items (eg, ''health: being physically fit and vigorous'') scored on a 7-point scale ranging from ''very dissatisfied'' (1) to ''very satisfied'' (7). A higher score indicates a better QOL. 30 The following subscales are suggested: relationship and material well-being (items 3, 4, 5, 6, and 14), health and functioning (items 1, 2, 11, 15, and 16), and personal, social, and community commitment (items 7, 8, 9, 10, 12, and 13). 30 Cronbach's ! in the present study was .89. The Multidimensional Scale of Perceived Social Support, developed by Zimet and colleagues, 33 was used to measure perceived social support from ''significant others.'' The Multidimensional Scale of Perceived Social Support has been shown to be psychometrically sound, with adequate construct validity, as well as good reliability and factorial validity. 33 The significantother subscale consists of 4 items indicating available support, for example, ''There is a special person with whom I can share my joys and sorrows.'' Each item is rated on a 7-point scale, ranging from ''very strongly disagree'' (1) to ''very strongly agree'' (7). 33 Cronbach's ! was found to be .88 in the present study.
The Crisis Support Scale (CSS) was used to measure received social support. The scale appears to be very robust, possessing satisfactory psychometric properties. 34 The CSS consists of 7 items rated from ''never'' (1) to ''always'' (7). 34 The scale includes 4 positively phrased items (eg, sympathy and support from others''), 1 negatively phrased item (''feeling let down''), and 1 overall satisfaction item (''overall satisfaction with support received''). The negatively phrased item was reversed before summation, such that a higher score indicates more received support. Cronbach's ! in the present study was found to be .75.
The Norwegian version of the Dispositional Resilience ScaleYRevised, also known as the hardiness scale, 35 was used to measure participants' hardiness. It is found to be reliable and valid and has demonstrated satisfactory internal consistency. 35 It is used internationally, as well as in Norway. 35 The instrument consists of 15 items scored on a Likert-type scale, ranging from ''not at all true'' (0) to ''completely true'' (3). It includes 3 dimensions: commitment (eg, ''Most of my life is spent doing things that are meaningful''), challenge (eg, ''Changes in routine are interesting to me''), and control (eg, ''How things go in my life depends on my own actions''). The 6 items that are negatively keyed were reversed before scoring. 35 Cronbach's ! in the present study was .80, and for the 3 subscales, Cronbach's ! values were as follows: commitment, .79; challenge, .71; and control, .69.
Statistical Analyses
Data were processed, and statistical analysis was performed using IBM SPSS Statistics for Windows 36 version 22.0 and the statistical program Mplus version 7.3. 37 Descriptive statistics, correlation analyses, and independent-sample t tests (eg, testing gender differences) were performed using IBM SPSS. Multiple regression analysis was performed in Mplus to analyze the relationship among multiple variables using maximum likelihood estimation.
Normally distributed data were reported with the sample mean and SD. Data that were not normally distributed were reported with the median values, ranges, and the minimum and maximum value of ranges. Correlations were reported with Pearson r and the explained variance (r 2 ). Multiple regression analyses were reported with " weights and the associated confidence intervals, P values, and explained variance (R 2 ). All presented P values were 2-tailed and judged to be significant if they were less than .05, and they were reported together with the effect size. The effect size, Cohen d = (mean1 j mean2) / SD i , was judged against the following criteria:
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SD i was the pooled within-groups SD. 39 Z tests were performed to analyze differences between the participants' mean scores and the mean scores in other Norwegian adult samples 17, 35, 40 providing z scores and 2-tailed P values. The GHQ-12 scores of participants (well parents) were compared with a sample consisting of married or cohabiting students in 2000 (n = 1750), which was published in 2006 by Nerdrum et al. 40 They reported a mean total score of 10.3 (SD, 4.9). Well parents' hardiness scores were compared with those of a working population (n = 7280), including civilians as well as soldiers in the Norwegian Armed Forces, published in 2010 by Hystad et al. 35 They reported a total hardiness mean score of 31.6 (SD, 5.3), distributed on the subscales ''commitment'' 10.8 (SD, 2.4), ''challenge'' 9.9 (SD, 2.3), and ''control'' 10.9 (SD, 2.5). The QOL scores of well parents were compared with a general population in Norway in 2000 (n = 1893) studied by Wahl et al 17 and nonparental caregivers (n = 47) studied in 2002Y2003 by Grov et al. 32 The healthy population had an overall QOLS mean score of 85.9 (SD, 11.5), and the ill population had a mean score of 79.6 (SD, 13.8). The ill population was defined by the presence of long-lasting illness for a period longer than the last 6 months. 17 The nonparental caregivers reported a total QOLS mean score of 86.7. 41 Regarding missing data, 1 respondent's scores missed all items of the GHQ instrument, leaving n = 34 for analyses of GHQ-12 data. Only 1 QOLS item value was missing, which was replaced with the mean value of the item scores for the actual participant, in line with the instrument's instructions. 17 
Ethical Considerations
The study was approved by the Regional Committee for Medical Research Ethics for Western Norway. Participants were informed, both orally and in writing, that participation in the study was voluntary and that all data were treated confidentially. Every participant gave their written consent to participate. Participants were informed that they could withdraw from the study at any time and that all data could be deleted on request. A reminder was sent only once.
n Results
Psychological Distress
The gender difference in psychological distress was not statistically significant (t = 1.24, P = .22), and the effect size was judged to be small. The difference between those who reported advanced cancer (metastasis) in their spouse and those who did not was not statistically significant (t = 1.41, P = .17). However, the effect size was judged as medium. Well parents reported more symptoms of psychological distress than did Norwegian adults who are married or living with their partner, 40 and the difference was deemed to be large (Table 2) .
In screening for probable psychological disorder, 17 of 34 (50%) were found to be probable cases ( Table 2 ). The total mean score using the GHQ scoring method was 3.9 (SD, 3.5) and accorded well with a threshold of 3/4 in detecting cases. 29 Cases were equally distributed between male and female well parents.
Quality of Life
The mean total score for QOL in the present sample was 80.7 (SD, 13.2). The mean QOL score when compared with that of a general population 17 and a nonparental caregiver sample 32 is illustrated in Figure 2 . The lower QOL mean scores in participants when compared with the healthy Norwegian population 13 were The gender difference in the total QOL scores was not statistically significant (t = j0.26, P = .80), and neither was the difference between well parents reporting advanced cancer in their spouse and those who did not (t = 1.42, P = .17) (Table 3) . However, the difference in the total QOL score between participants reporting advanced cancer and those who did not reflected a medium-size effect of the difference in means (d = 0.5) ( Table 3 ). The difference between participants' QOL and nonparental caregivers' QOL reflected medium-size effects of differences in means, in both total QOL and in 2 of the QOL subscales (Table 3) .
Perceived and Received Social Support
The total score of the perceived support from significant others was 23.8 (SD, 4.5). The median (range, minimum-maximum) score of ''There is a special person with whom I can share my joys and sorrows'' was 7 (6, 1Y7) and was equivalent to the maximum score. The median of the other 3 items was 6: ''I have a special person who is a real comfort to me'' (4, 3Y7), ''There is a special person in my life who cares about my feelings'' (4, 3Y7), and ''There is a special person who is around when I'm in need'' (5, 2Y7).
The received social support measured by CSS gave a total mean score of 34.6 (SD, 7.6). The lowest median (range, minimummaximum) item scores were found in ''felt let down'' 2 (6, 1Y7) and in ''contact with peers'' 2 (6, 1Y7). The highest median item scores were in the emotional support items ''sympathy and support'' 6 (5, 2Y7), ''someone listening'' 6 (5, 2Y7), ''total satisfaction with support received'' 6 (5, 2Y7), and ''able to talk about thoughts and feelings'' 6 (6, 1Y7). The practical support item ''someone that can give practical help'' had a median score of 5 (6, 1Y7).
Hardiness
The total mean hardiness score reported by well parents was 29.0 (SD, 6.4). The mean scores of the subgroup scales were commitment 10.3 (SD, 3.0), challenge 9.0 (SD, 2.9), and control 9.7 (SD, 2.8). Well parents' mean hardiness scores differed significantly from those of a Norwegian working population 35 in both the total score (z = 2.40, P = .02, d = 0.5) and in the ''control'' subscale (z = 2.55, P = .01, d = 0.5).
Relationships Between Variables
Psychological distress was negatively correlated with QOL, which explained 26% of the variance. Hardiness was negatively correlated with psychological distress; however, only the correlation between psychological distress and the ''control'' subscale was significant (r = j0.48, P = .00). ''Control'' explained 23% of the variance (r 2 = 0.23) in psychological distress. Hardiness was positively correlated with QOL and explained 36% of the variance. Correlations were significant between QOL and the 2 hardiness subscales ''commitment'' (r = 0.57) and ''control'' (r = 0.44), P G .01. These findings show that ''control'' and QOL were related to psychological distress in well parents facing spousal cancer, whereas perceived and received social support was not. Quality of life correlated with both hardiness and perceived social support (Table 4) .
Well Parents' Psychological Distress and Quality of Life
Addressing our first research question, we found that well parents facing spousal cancer during child-rearing years experienced considerably more psychological distress than other Norwegian adults. Half of all participants reported psychological distress symptoms above the cutoff value, indicating probable psychological disorder. This proportion is at the upper boundary of ''caseness'' reported in studies of partners facing advanced cancer in spouses. 2 In contrast, only 18% in another Norwegian adult sample 40 scored greater than the cutoff value. Well parents also reported impairments in QOL, compared with other healthy adults and nonparental caregivers in Norway. 17 Well parents' QOL scores were not significantly different from those of chronically ill adults' scores in Norway. 17 
Social Support and Hardiness as Moderators Between Psychological Distress and Quality of Life
Addressing our second research question, we tested the buffering model. 20 We found that received support seemed to moderate the effect of psychological distress on QOL (Table 5) . This relationship is outlined in Figure 3 , whereas the moderating effect is illustrated in Figure 4 . The model accounted for 46.6% of the variance in QOL (R 2 = 0.466, P = .00). Perceived support was not found to act as a moderator between psychological distress and QOL (" = .080, P = .49). On testing hardiness as a moderator of psychological distress on the QOL of well parents, we found no significant buffering effect (" = .002, P = .95).
Direct or Indirect Effect of Hardiness on Psychological Distress
Addressing the third research question, we tested the relationships between well parents' hardiness, QOL, and psychological distress in a mediation model, in which we performed bootstrapping using 1000 samples. 42 This analysis revealed that hardiness seemed to affect psychological distress indirectly through QOL (" = j.310, P = .01). When controlling for QOL, the correlation between hardiness and psychological distress was no longer significant (r = j0.18, P = .32), implying that QOL fully mediated this relationship. A model illustrating this finding is presented in Figure 5 .
n Discussion
Findings in the present study largely confirmed that well parents facing spousal cancer during child-rearing years are psychologically distressed. These results are supported by other studies that have documented a considerable risk of psychological disorder facing spousal cancer. 1Y3 The significant difference between mental health stated by the well parents and other Norwegian adults is judged as large 38 and therefore of clinical interest. When screening for psychological disorder, 14 half of well parents were found to be probable ''cases,'' reporting symptoms above the cutoff score. Although more cases were identified among those who were facing advanced spousal cancer (57%) than among those who were not (38%), we could not state a statistically significant difference. Nevertheless, these findings are in line with other studies 2, 3 linking the experience of spousal cancer to anxiety and depression, especially when a spouse is terminally ill. 2 Still, the proportion of cases in both groups seem to be large when compared with similar studies of caregivers 2 and may be explained by reference to the multiple caregiver burdens on well parents facing spousal cancer during child-rearing years. 10 However, because of the lack of research that distinguishes parental caregivers from nonparental caregivers, we cannot be sure that being a parent or not actually explains this difference.
In a recent Australian study, 27 an equivalent mean of psychological distress (14.8) was found in a larger sample of caregivers (n = 298), mainly females caregiving for a spouse, but their parenting role was not stated.
It is noteworthy that the psychological distress in parents may be interpreted as normal reactions to the multiple strains they are facing 15 and not necessarily as an indicator of psychological illness. Only 4 participants were on sick leave, and this low number may reflect that participants were well functioning. One ought to question whether interventions should aim to alleviate the strains rather than treating the ''disorder.'' Professor Goldberg, 14 who developed the GHQ-12, has stated that many ''cases'' could be treated through recognition of their suffering and a discussion of their current situation. Nevertheless, the findings in the present study suggest that more attention is needed regarding the well parents' parenting capacity and that a larger focus on the well-being of their children is required. The participants had children with a mean age of 11 years, which requires great effort by parents in homework and leisure activities, as well as providing their children with suitable information about the cancer illness. These requirements, in addition to working full time and caring for their partner, may lead to overload and feelings of inadequacy in their parenting role, 43 activity restrictions, 44 and reduced capacity to ensure their selfcare. 10, 45 Thus, interventions targeting the well parents' capacity to ensure self-care and limiting activity restrictions, such as regular practical support to relieve them of their domestic and parental responsibilities (eg, babysitting and helping children with homework), may be beneficial for well parents' psychological well-being and QOL. As such, health professionals may encourage the caregivers in receiving such practical support, with a clear goal: to ensure self-care and recreation for the well parent, in order to increase their parenting capacity and improve the well-being of their children.
Impairments in mental health in well parents can also relate to anxiety and uncertainty about the future. 2 The hardiness subscale ''control'' correlated negatively with psychological distress. Control relates to a belief in one's own ability to influence or control situations and life events. This association between lack of control and psychological distress in well parents suggests that higher levels of symptoms can relate to living with the uncertainty about the cancer illness, as well as not being able to control the disease or the future of their families and children. Previous research has found that medical information tailored to the caregivers' requirements alleviates caregivers' distress. 2 In line with this, one may argue that adequate and sufficient information provided by health professionals along the cancer trajectory may increase well parents' feeling of control and alleviate their psychological distress.
The well parents reported lower QOL than a healthy adult population 17 and nonparental caregivers in Norway, 32 regarding the medium-size differences between the well parents' and nonparental caregivers' QOL scores. Multiple roles requiring caregiving are associated with a lower QOL 9 and may contribute to explaining why well parents reported a lower score. The significant difference between participants and the general population in ''independence'' (doing things on their own) was judged to be large. The reduced possibility of doing things on their own can relate to the multiple burdens that is placed on them 44 and may be a consequence of the well parent placing their partner's and children's needs before their own. 43 However, well parents were more satisfied than the general Norwegian population with having and raising children. This positive finding is in line with previous studies revealing improved child-parent relationships. 8, 11 Nevertheless, one could have expected well parents to have even lower QOL scores regarding their situation and their impaired mental health. The effect size of the difference between the QOL of well parents and the healthy Norwegian population was judged as small. The QOL scores may in this sample reflect areas that are important to overall QOL, 17 such as education, marital status, high levels of perceived social support, and satisfaction with the support they receive. Perceived support was found to correlate with QOL scores. Thus, there is reason to believe that the high levels of perceived social support contribute to participants' QOL scores, as perceived support is linked to better QOL and mental health. 46 This finding may imply that well parents who are not well supported, or who are unemployed, may have even lower QOL and be in need of help to activate and enable their social network. 10, 46 However, well parents reported their QOL as being closer to the mean of the ill Norwegian population than that of the healthy Norwegian population. This may be of clinical interest, implying that healthcare professionals in cancer care ought to be aware of the psychosocial needs of this group.
An overall finding in the present study was that neither gender nor advanced cancer in the spouse predicted QOL or mental health in well parents. This result is contrasted by other studies that have found such relations 2,9 and may be due to the small sample size in this study. Because of the insignificant but medium-size effects, we might assume that these differences would be significant in a larger sample.
We questioned whether well parents' perceived and received social support, or hardiness, would act as moderators between psychological distress and QOL. Only received support seemed to act as a moderator in this study. In line with the buffering model, this finding suggested that the QOL of well parents covaries with the level of received social support. As such, improving received social support may improve QOL. This finding is supported by earlier studies 44, 47 and can be an important aspect in the planning of future psychosocial interventions for families facing parental cancer. Perceived support was not found to be a moderator of psychological distress. This finding could be interpreted in line with how perceived and received support is thought to work in different ways. 18 Hardiness was not found to be a moderator of psychological distress on QOL in this study. The body of literature is inconsistent in finding buffering effects of hardiness, with some arguing that hardiness does not buffer stress. 22 However, these directional relationships should be studied further in longitudinal studies and in larger samples within this field of research.
Well parents' hardiness affected mental health indirectly through QOL ( Figure 5 ). This finding is interesting, telling us that it may not solely be the personal resilience qualities that may be predictive of the psychological distress that one experiences when facing challenging life situations; rather, it may be the overall satisfaction with life that one has. Despite its limitations regarding causality, this finding addresses the call for mediational research and may contribute to the knowledge of how hardiness affects mental health.
Clinical Implications
The impairments in well parents' mental health require attention from healthcare professionals, through recognition of their multiple burdens, together with a discussion about how they are managing the care for their children and about their need for support. By asking the well parent about the support they actually receive and whether it is sufficient for the maintenance of self-care and recreational activities, one might be able to detect unmet needs for support. By encouraging well parents to communicate with their private social network and to express their need for regular practical support, such as babysitting, helping children with homework, and time for rest or recreation and respite from household tasks, one could stimulate an increase in such support. This may buffer the effects of psychological distress on well parents' QOL. If possible, healthcare professionals may include friends and family, who have the potential to provide such support, in the meetings with the family. This may relieve the parents from the task of reaching out to their network, as some may find it hard to ask for help themselves. Healthcare professionals should also provide adequate and sufficient information to the well parents about their partner's cancer journey in order to enhance their feeling of control of the situation and their future, which in turn could reduce psychological distress.
Study Limitations and Recommendations for Future Research
The small sample size is the first limitation of the present study; however, this reflects a relatively small and hard-toreach population in Norway. 48 The low sample size may explain why we could not find significant gender differences or differences related to the severity of the cancer illness, as found in other studies. 2 Therefore, one must be careful not to generalize from these results in terms of the gender differences, as well as differences related to the severity of the disease in spouses. Second, directional relationships between variables are preferably established using longitudinal data. 49 Notwithstanding, we consider it important to explore these relationships in order to obtain a better understanding and interpretation of the results of this cross-sectional study, as has been performed in other similar studies. 50 The directions of relationships among variables are thus based on the theoretical background of the present study; hence, causality cannot be stated. Finally, limitations also include the lack of current and comparable data for the general population, as well as parental versus nonparental caregivers.
Future research could investigate how to improve the mental health, social support, and QOL of well parents facing spousal cancer during child-rearing years and study whether received social support for well parents has an impact on children's QOL. Social support should be measured broadly, because of known difficulties in detecting the effects of such support. 18 Furthermore, future research could describe the social support network and other resources used by these well parents. Specific parenting needs could also be described for children in specific age groups. Longitudinal and intervention research would also be helpful in following these spouses and families along the cancer trajectory. In addition, one should consider measuring family functioning and relationship quality, including data from both the well and the ill parent, in order to be able to control for these significant variables, in larger samples.
n Conclusion Facing spousal cancer during child-rearing years had a substantial impact on well parents' mental health and adverse impact on their QOL. Half of the participants reported psychological distress symptoms above the cutoff value, indicating probable psychological disorder. However, this may be interpreted as normal reactions to the strains they are dealing with when they are facing spousal cancer during child-rearing years. The well parents experienced reduced possibility to do things on their own. Actual received social support from the private social network seemed to buffer the adverse effects of psychological distress on QOL. Healthcare professionals ought to encourage well parents to ask for more practical support and respite from their social networks, in order for them to maintain self-care. In addition, psychological distress was linked to feelings of participants not being able to control or influence their life situation. Hence, healthcare professionals should try to enhance well parents' feeling of control by providing them with adequate and sufficient information during the cancer experience. Such provisions from healthcare professionals may alleviate psychological distress and prevent psychological disorder, thereby reducing the psychosocial consequences for their children.
